MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -652-049344

DEPARTMENT OF PUBLIC HEAL A WEL FARE
BEALTH AND o 6211 214 STATE FILE NUMBER
rimary Registration District No. ===y Registrar’sNo. ____"__ T ____ . ..

DO NOT WRITE NDED
ON THIS STUB AMENDE

. PLACE OF DEATH 2. USUAL RESIDENCE (Where dacessed lived. If institution: Residence before

. COUNTY ! STATE b. COUNTY admissi
: Ve rnon SRl ssourt Vernon mission)
b. CITY (If outside corporate limits, give TOWNSHIP enly) Length of stay in 1b c. CITY tnside Limits

W clear Creek Township wwn g1-Dorado Springs Yes 0 No]

c. FULL NAME OF {If NOT in hospital, give location) inside Limits d. STREETY (If cutside, give location) Reside on Farm
HOSPITAL O ADDRESS

INS'IlTUTIONRt #l El DOT"QdO SU("S Yes [J N°§ Rt-# ] Yas_g] Ne O

. NAME OF DECEASED First Middle Lazt 4. DATE Month Day Yoor

{Type or print) OF
DAISY LIILIAN SHMITH DEATH 12-4-62
5. SEX 6. COLOR OR RACE 7. Married BT Naver Morried (3 18. DATE OF BIRTH | - AGE (las? birthday) | IF UNDER ! YEAR | IF UNDER 24 HR

' Widowed [ Divorced [] - - Months | Days Hours I Min.
female white 1-24-1841 €1
10a. USUAL CCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

duging maost of worl life, if retired . .
holse ‘mire o Schell CLty, Mo. U.S.A.
13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
Samuel MLtts Julian Ann Ralley Albert G. Smith
15. WAS DECEASED EVER IN-U.5. ARMED FORCES? 1l cocial EESLIAITY MO 17. INFORMANT ] Address

Yes, no, ki H yes, gi d § |
AT B MY S Emma _Jachkson Kt#1 Walker, Mo.
18, CAUSE OF DEATH (Entar anty one cause per line f INTERVAL BETWEEN

0
PART I, DEATH WAS CAUSED BY: o IONSET AND DEAT 4
IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (k)
which gave rize ta
above cause (a),
stating the under-
lying cauze last. DUE TO (¢}

PART 1I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net relsted te the terminal PART I, If daceased was female was
disease condition given in PART | (&) there & pregnancy in last 90 days.

- . l O Yes l a NOJ O Unknown
19. WAS AUTOPSY I 20a. ACCSENT SUI%DE HOMICIDE - 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature pf injury in PART | or PART II of item 18.)

V5 300
Rev. 4/59

Wo 89|
2ip 3

DATE AMENDED

DOCUMENT

PERFORMED?
YES J NO

20c. TIME OF Hewr Month, Day, Year
1NJURY a.m.
pam.

20d. INJURY OCCURRED 20a. PLACE OF INJURY (a.g., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY

WHILE AT WORK [J farm, fActory, street, office bidg., etc.)
NOT WHILE AT WORK [

e

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

4

wey . n her .
. |qattended the deceased from saw Loglive o
Death occurred st / l:gg’n on the date stated above, and 10 the best of my knowledge, from the causes stated.

{Degras or ftitle} 22b. ADDRESS 22c, DATE SIGNED

12-/o0-/P% X
B . . 23c. NAME OF CEMETERY OR CREMATORY . LOCATION (City, town, of county} (S1ate)
REMOVAL Specify) y -
burta Martin Cemeter E.
24. FUNERAL DIRECTOR 25. DATE RECD. B .-éAI. REG. GISTRAR 5 SIGNATURE

Gwinn-Carothers EI Dorado Sn‘cs.,ﬁro./i"’q?
]

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK
OR

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




PR,

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Student Embalmer No.
ki ision.

working under my personal supervision S -

Student Signed .

Signature of Student Embalmer

Licensed Embalme No.m

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above. ) _




